


























































































































Recommendations

.. Because of the favorable net gain in enrollment in the small group and
individual markets, premiums and out of pocket costs will be slightly
lower, resulting in savings over $12 million to purchasers in these
markets.

.. As a result of the reduction in the number of uninsured, uncompensated
care costs in the system will be reduced. Revenues from the freeloader
penalty will further offset uncompensated care burdens. This reduction
in uncompensated care costs will reduce cost shifts to purchasers,
resulting in further savings to purchasers and taxpayers.

Goals not accomplished:

.. 214,000 Minnesotans will remain uninsured.

.. Implementation of the guaranteed issuance requirement in the individual
insurance market will be delayed -- health plan companies will continue
to be allowed to deny coverage to persons in the individual market who
have not maintained continuous coverage and who are considered a high
risk.

.. In the absence of guaranteed issuance, Minnesota's high risk insurance
pool for medically uninsurable individuals, the Minnesota
Comprehensive Health Association (MCHA) will continue. The current
narrow MCHA funding base persists.

.. In order to qualify for subsidized coverage through MinnesotaCare, low
income, uninsured persons must still go four months without insurance,
and 18 months since they last had access to employer-subsidized
coverage.

.. The lack of universal coverage will continue to
result in some cost shifting and will handicap
cost containment and quality improvement
efforts.
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Recommendations

Commission vote on this report

The commission met January 18, 1995 for fInal review and comment on
this report. A roll call vote of the members to determine support for the
report was requested, to be included in the report.

The vote was taken, and the fInal tally on the report is as follows:

Voting in Support: 23
Voting Not in Support: 3
Abstaining: 1

The vote of each member is provided below:

Gerald Brost, Provider Representative
Ray Christensen, Rural Physician Representative
Jasper Daube, Minnesota Medical Association Representative
Gayle Hallin, Provider Representative
Eileen Weber, Minnesota Nurses Association Representative
Dolores D I Aquila, Consumer Representative
Douglas Robinson, Minnesota Hospital Association Representative
Jeff Bangsberg, Consortium of Citizens with Disabilities

Consumer Representative
Bill Conley, Mental Health Association Consumer Representative
Virginia Greenman, Consumer Representative
Jacquline Smith, Consumer Representative
Tom Swain, Chair/Consumer Representative
Diane Wray-Williams, Consumer Representative
James Ehlen, Health Plan Company Representative
George Halvorson, Minnesota Council of HMOs Representative
Richard Niemiec, Blue Cross Blue Shield of Minnesota
Eric Netteberg, Insurance Federation of Minnesota Representative
Catherine Anderson, Employer Representative
Joy Barbre, Minnesota Chamber of Commerce Representative
Wayne Holtmeier, Minnesota Chamber of Commerce Representative
Bernard Reisberg, Employer Representative
Peter Benner, AFSCME Representative
Judy Schaubach, Labor Union Representative
William Peterson, AFL-CIO Representative
Commissioner of Employee Relations
Maria Gomez, Commissioner of Human Services
James Ulland, Commissioner of Commerce
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Support
Support
Support
Support
Support
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Support
Support
Support
Support
Support
Support
Support
Support
Not in Support
Support
Support
Support
Support
Support
Support
Support
Abstain
Not in Support
Not in Support
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Appendix A

Universal Coverage Report Summary

Minnesota Health Care Commission
February 1, 1994
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Universal Coverage Report
Summary

Minnesota Health Care Commission
F••r••" I, 1994

Minnesota is making good progress toward improving the quality, accessibility, and
affordabiliry ofhealth care for its citizens. As a result of the 1992 HealthRight Act (now known
as "MinnesotaCare"), many programs addressing each of these three major goals ofhealth care
reform are currenrly being implemenred. While all of the state's health care reforms are
inrerrelated, the primary focus of this reporr is access.

According to research conducted by the Minnesota Health Care Access Commission in 1990,
abour 280,000 Minnesotans (6.5%) are uninsured at any given poinr in time. Approximately
370,000 Minnesotans (8.6%) are uninsured at some time each year. Long-term uninsured
Minnesotans live both in metropolitan areas and in greater Minnesota. They tend to be lower­
income working people. Many reporred that they had delayed health care, including care for
serious health problems, because of the cost. In addition to those who are uninsured, many
Minnesotans are underinsured, which means that they have very high deductibles or limited
coverage, or that they are paying a premium that is very high in relation to their income.

Every Minnesotan is enrirled to access to qualiry health care. However, universal access is
not just a matter of fairness and equiry; universal access is critical co the success of Minnesora's
'cost containmenr effortS. COSt containmenr programs cannot be fully effective unril all
Minnesotans are in the system, have health coverage, and pay a fair share ofthe cosrs ofcoverage.
It is also necessary to address nonfinancial barriers co access co health care, such as limited access
to providers due to geography; cultural, language and racial barriers; or a shortage of providers
in the communiry; so that all Minnesorans can obtain the services they need, including primary
and pre,:enrive services which will lower overall costs.

Minnesora tookan imporranr step toward universal access when the MinnesotaCare Program
was created in the 1992 HealthRight Act co provide subsidized health coverage to Minnesotans
who cannot afford the enrire cost of coverage. Other health care reform initiatives, such as
insurance reform, cost containment strategies, and rural health programs, are also designed to
improve access. However, even when all of these existing programs are fully implemenred,
Minnesota will fall shorr of universal access. This reporr p,resenrs a comprehensive plan co cake
Minnesota the remaining disrance to the goal. Under the plan presenred here, byJuly 1997, every
Minnesotan will have healch coverage and access to qualiry health care services.
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Universal Coverage Summary

A Vision for the Future

The plan presented here is based on the Minne­
sota Health Care Commission's vision for universal
coverage. Our vision is that, by 1997, the following
goals will have been achieved:

• Universal coverage
Every Minnesotan has health coverage and con­
tributes to the costs ofcoverage based on ability
to pay.

• Availability of coverage
No one is denied coverage or forced to pay more
because of their health status.

Universal Coverage Plan
Components

The following are the components of the Min­
nesota Health Care Commission's implementation
plan for achieving universal coverage for all Minne­
sotans by July 1, 1997:

Universal Coverage Goal

• The goal of the state is to reduce the number of
uninsured Minnesotans each year according to

the following schedule until universal coverage
is achieved by July 1, 1997:

• Universal access to services
Quality health care services are accessible to all
Minnesotans.

July 1, 1994
July 1, 1995
July 1, 1996
July 1, 1997

300,000 persons
250,000 persons
150,000 persons
-0- persons

• Equal purchasing power
All health care purchasers are placed on an equal
footing in the health care marketplace.

• Comprehensive, affordable benefits
A comprehensive yet affordable health benefit
plan is available to all Minnesotans.

An integrated package of
recommendations

This report is an incegrared package of specific
strategies that cannot be implemented effectively
unless all of the straregies are implemented as a
package. Piecemeal implementation of some, bur
nor all the components of rhe plan, will nor rake us
to rhe goal of universal coverage and may make the
goal harder to obtain.
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• A process will be established for annually evalu­
ating rhe stare's progress toward achieving- the
annual access goals.

• State agencies will be charged with the responsi­
bility of recommending, to the Legislature and
the Governor, corrective action if it is deter­
mined that the state has fallen shorr ofan annual
access goal.

General strategy and timing

• We recommend that the 1994 Legislature enact
all components of a universal coverage strategy
that will lead ro universal coverage by 1997.

• The Minnesota Health Care Commission will
coordinate research which will be conducted
during 1994 to update and improve our knowl­
edge of Minnesota's uninsured population, to
determine who has been helped by existing
reforms and who remains uninsured, and to



evaluate whether the MinnesotaCare Program
and other reforms have reduced the number of
uninsured and underinsured Minnesotans.

• The Minnesota Health Care Commission and
.appropriate state agencies will conduct a major
study ofgovernment health care financing dur­
ing 1994 and submit to the 1995 Legislature a
plan for reforming the system.

• National reform activities will be monitored and
analyzed throughout 1994 and beyond.

• The Minnesota Health Care Commission, in
consultation with appropriate state agencies,
will develop and submit to the 1995 Legislature
recommendations for modifying and refining
the 1994 legislation and reforming the health
care financing system, based on new informa­
tion about the uninsured, evaluation of the
MinnesotaCare program and other reforms, and
national reform developments.

Universal Enrollment

The guiding principle of universal coverage
involves much more than universal access. Cur­
rently, Minnesota has a rough and imperfect form of
universal access, particularly for acute and emer­
gency health care services. When health care needs
reach the point where treatment is essential, Minne­
sotans generally receive treatment whether or not
they are enrolled in a health plan. To the extenr an
uninsured person is unable to pay for their care
themselves, the COStS are paid by others.

The 1993 legislation that required the Minne­
sota Health Care Commission to develop a plan for
universal coverage makes it clear that.the goal of the
state is to achieve not simply universal access to

health coverage, but a system of universal coverage
under which every Minnesotan is enrolled in a
health plan that is responsible for providing their
health care. To ensure that the COSts of health care

Universal Coverage Summary

are shared more equitably, every Minnesotan should
be required to conrribute to the costs of that
coverage based on their ability to pay.

• Beginning July 1, 1997, all Minnesotans will be
required by law to enroll in a health plan and to
conrribute to the cost ofcoverage based on their
ability to pay.

• The mandatory coverage requirement will be­
come effective after the full implementation of
insurance reforms, market reforms, and govern­
menr subsidies that will ensure that health cov­
erage is available and affordable for every Min­
nesotan.

• Mechanisms will be developed to identify those
individuals who do not enroll in a health plan
and to enforce the state's mandate.

Availability of coverage

To ensure that affordable health coverage is
available to every Minnesotan by July 1, 1997, the
requirements listed below will apply to all types of
health plan companies who enroll Minnesotans.
However, these reforms cannot be fully imple­
mented simultaneously without causing premium
increases for many Minnesotans, as costs are evened
out between low and high-risk Minnesotans and as
high-risk unihsured persons enter the insurance
market. Therefore, we recommend that the changes
be phased-in gradually until all of the requirements
are fully implemenred by July 1, 1997.

Some of the recommendations below are pre­
liminary. Actuarial work will be completed to

determine the impact of the changes. The Minne­
sota Health Care Commission may modify these
recommendations based on the results of the actu­
arial analysis.

• Guaranteed issuance and renewability. All
health plans, including Integrated Service Net-
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Universal Coverage Summary

works (ISNs) and all-payer insurers, must pro­
vide health coverage ro anyone willing ro pay rhe
premiums, without conditions or restrictions
(guaranteed issue is currently required only in
the small employer market). (Effecrive 7/1/97)

• Underwriting eliminated. Underwriting based
on rhe healrh sratus, risk, or characteristics of
individuals seeking coverage will be prohibited,
except ro rhe extent the Legislature authorizes
discounts for healthy lifestyle facrors. (Effecrive
7/1/97)

• No preexisting condition restrictions. Carriers
will not be able ro impose preexisring condition
limirations and exclusions with the exception of
persons who previously chose not ro obrain
group or individual coverage when it was avail­
able and affordable. (Effecrive 7/1/97)

• Community rating. The amount of variation
that is allowed between the premiums charged ro
different individuals or groups will be reduced
annually until July 1, 1997, when everyone must
be charged the same premium amount for a
parricular health coverage product.

• Portability ofcoverage. Effecrive July 1, 1994,
insured individuals may move from public pro­
grams ro private health plans, and from one
producr ro another within a health carrier's
business, without restrictions or exclusions.
Effecrive 7/1/97, individuals will also be able to
move between carriers, without restrictions or
exclusions. (This recommendation may be
modified after actuarial analysis.)

• Individual coverage required. All carriers will
be required ro offer health plan products ro those
who purchase coverage individually, rather than
asamemberofagroup. (Effective7/1/95) (This
recommendation will be analyzed further before
it is implemented ro determine whether it should
be modified and whether waivers should be
allowed.)
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• Uniformityofproducts. The number ofhealth
coverage producrs offered by carriers will be
limited and all carriers will offer products from
a srandardized array of options. (Derails and
implemenration dates will be determined in the
ISN and the Regulated All-Payer Option (RAPO)
implemenration plan.)

• Reinsurance. Reinsurance mechanisms will be
esrablished in all markets.

• Minimum loss ratios. In the year 2000, loss
ratios will increase to 72% for the individual
market and 82% for the small group market, and
a loss ratio floor will be established for non-ISN
health plans.

• MCHA. The MinnesotaComprehensive Health
Association (MCHA) will be closed to new
enrollees (Effecrive 7/1/97).

Access to health care services

• The Department ofHealth, in consultation with
the Minnesota Health Care Commission and
appropriate agencies and organizations, will de­
velop a permanent process to examine
nonfinancial barriers ro access to health care
services, such as rural provider shortages and
social and cultural barriers, and rake action to
overcome these barriers.

Market reform

• Short-term strategy. Existing laws governing
privare purchasing pools will be modified to
make it easier for private pools ro for~ in the
existing health care marker.

• Permanent strategy. By July 1, 1997, large
purchasing pools will be available to all purchas­
ers, regardless of employment scatus or group
membership, thereby eliminating cost shifting
in the marketplace.



• The Minnesota Health Care Commission will
submit recommendations prior to the 1995
legislative session on whether some or all pur­
chasers should be required to obtain coverage
through purchasing pools and whether a state­
administered purchasing pool should be estab­
lished to serve all Minnesotans who do not have
access to other purchasing pools (either by ex­
panding the existing purchasing pool operated
by the Department ofEmployee Relations or by
eSt":'lblishing a different pooling mechanism).

• The Minnesota Health Care Commission will
submit to the 1995 Legislature detailed recom­
mendations for permanent market reform strat­
egies based on evaluations of existing reforms
and responding to national reform initiatives.

Affordability: subsidized health care
programs

• The current MinnesotaCare program will con­
tinue its phase-in according to the schedule in
current law.

• In 1994, the Minnesota Health Care Commis­
sion will coordinate a newsurvey ofthe uninsured
and the Department of Human Services will
survey the MinnesotaCare population.

• The Medical Assistance (MA), General Assis­
tance Medical Care (GAMC), and
MinnesotaCare programs will be consolidated
into a single health care program for low-income
Minnesotans, which will be mainstreamed into
the reformed health care system to prevent the
development of a cwo-tiered health care system
and to prevent erosion from private sector pro­
grams to government programs. The Depart­
ment ofHuman Services will request authoriza­
tion from the 1994 Legislature to seek federal
waivers to accomplish the consolidation.

Universal Coverage Summary

• Supplemental or wraparound benefit packages
and services will be developed to meet the unique
needs of populations served by government
programs.

• The subsidy program will be financed by stable,
equitable, long-term funding sources as part of
an overhaul of the government health care fi­
nancing system to be enacted during the 1995
legislative session based upon recommendations
to be developed during 1994.

Financing

• The Minnesota Health Care Commission ~d
appropriate state agencies will conduct an inven­
tory and analysis of the existing system of gov­
ernment financing of health care in 1994 and
submit specific recommendations for overhaul­
ing the system to the 1995 Legislature.

• The recommendations for financing reform will
be based on specific goals and guiding principles
for health care financing to be enacted by the
1994 Legislature.

• The cigarette excise taX should be increased by
40 cents per year over the next 5 years to reduce
the health costs associated with tobacco use and
to provide supplemental financing for the
MinnesotaCare Program for uninsured Minne­
sotans until the entire system of government

. financing of health care can be reformed.

• Any temporary shortfall that may occur in the
funding for the MinnesotaCare program should
be covered by revenues from the cigarette taX

increase and by using the anticipated state rev­
enue surplus.
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Universal Coverage Summary

Benefit set

• By January 1. 1997. a universal. comprehensive
benefit set will be the minimum standard of
coverage for all Minnesotans.

• The universal benefit set will be the basis for
coverage under state health care programs. with
additional wraparound programs to meet the
special needs of populations served by govern­
ment programs.

Education and Outreach

• Both public and private education and outreach
programs will be established and maintained to

educate individuals regarding their need for
health care and [0 assist them in obtaining health
coverage.

Minnesota Health Care Commission

The Minnesota Health Care Commission is a
25-member commission that was established in the
1992 HealthRight Act to advise the Legislature and
the Governor on health reform policy. The
commission's members represent comsumers, em­
ployers, health care providers. health plan compa­
nies. labor unions, and state government. The
commission's first major task was the development
o(a comprehensive cost containment plan. The
commission's cost containment plan was developed
by consensus. The commission's plan, which calls
for a restructured health care delivery system of
integrated service networks and a regulated all-payer
option. was enacted by the Legislature during the
1993 session.

The 1993 MinnesotaCare Act directed the com­
mission [0 develop a comprehensive plan for achiev­
ing universal coverage by 1997. The Universal
Coverage Plan, like the cost containment plan, was
developed by consensus and has the support ofall 25
commission members.

Prepared by the
Minnesota Health Care Commission

121 East Seventh Place, P.O. Box 64975
St. Paul, MN 55164-0975

(612) 282-6374
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